A recent paper by Taccone and coworkers showed that 15% of patients from 198 European intensive care units (ICUs) had a malignancy, mostly solid tumors but also hematological malignancies. Over the past years, the prognosis of cancer patients has improved significantly, even when ICU admission is necessary. Refusal of ICU admission should not be based on a diagnosis of cancer as the underlying condition. In contrast, these decisions should be based on the availability of treatment options, and on patients' own preferences.
Advances in oncological and supportive care have led to improved prognoses and extension of survival time in cancer patients. Such progress, however, has involved aggressive therapy and support. Consequently, increasing numbers of patients with cancer require admission to intensive care units (ICUs).
In the last issue of Critical Care, Dr Taccone and coworkers [1] reported that patients with cancer represent a large proportion of ICU patients. In their substudy from the Sepsis Occurrence in Acutely Ill Patients (SOAP) study conducted in 198 European ICUs, 15% of patients had a malignancy, mostly solid tumors but also hematological malignancies. These findings are in accordance with results from the SAPS-3 study, performed in 2002 in an international population comprising almost 20,000 ICU patients; these results showed that 3% of these patients had metastatic cancer, 6% had non-metastatic cancer and 2% had hematological cancer [2] .
The high number of cancer patients treated on ICUs is remarkable. Less than 10 years ago, in guidelines for ICU admission, a taskforce of the American College of Critical Care Medicine concluded that patients with hematological or metastasized solid malignancies were poor candidates for ICU admission [3] . These patients were considered to have a very high risk (up to 90%) of mortality. At that time, immediate treatment limitations or even refusal of ICU admission for these patients were advocated [4] .
In contrast with the very poor prognosis reported in the literature, Taccone and coauthors reported much lower hospital mortality of 58% in ICU patients with hematological cancer and 27% in patients with solid malignancies, compared with 23% in ICU patients without cancer. Others have also reported the improvement in prognosis after ICU admission for patients with hematological cancer. In hematopoietic stem cell transplant recipients who received invasive mechanical ventilation, mortality was uniformly higher than 90% in studies before 1993, but gradually decreased to 52% in 2000 [5] . In addition to advances in stem cell transplantations, improvements in critical care may have contributed to this improvement in prognosis for these patients. Clearly, patients should no longer be refused admission to ICUs only because they have hematological cancer. A relapsed/ refractory state of leukemia and a poor Sequential Organ Failure Assessment (SOFA) score were found to be the independent risk factors associated with mortality in patients with acute leukemia [6] and should be considered when decisions regarding ICU admission are made about patients with hematological cancer. In the study by Dr Taccone and colleagues, no information was available about the state of the cancers. The relation between SOFA score and mortality was confirmed in their population.
It should be noted that patients with solid cancers form a very heterogeneous population, with many different forms of cancer, different oncological treatments and different reasons for admission to the ICU. Most ICU patients with cancer are admitted after surgery, often as primary treatment for their cancers, and the short-term prognosis of these patients is mostly good. In patients after transhiatal esophageal resection for esophageal cancer, hospital mortality may be as low as 3.5% [7] . Likewise, mortality after pancreaticoduodenectomy in patients with pancreatic cancer may be less than 5% in experienced centers [8] . The outcome after major oncological surgery may be mostly related to the surgical procedure, more than to the critical care on the ICU. Only limited data are available about patients with cancer admitted to ICUs for other reasons than post-operative care after oncological surgery. Azoulay and coauthors [9] reported 30-day mortality of 58% in patients admitted for medical reasons. In a Brazilian study involving 1,090 patients with cancer requiring ICU admission for reasons other than routine postoperative care, hospital mortality was 51% and 6-month mortality was 61%. Most of these patients had nonmetastasized solid cancer, and most patients required mechanical ventilation. In patients with a prolonged ICU length of stay, mortality was independently associated with the number of failing organs, age and performance scale score [10] .
Clearly, ICU treatment is not futile for all patients with cancer. Despite these recent data, rates of refusal of ICU admission in cancer patients remain high [11] and the criteria on which triage decisions are based differ between oncologists and intensivists. Decisions to withhold life-sustaining treatments are more often made for patients with cancer than patients with other terminal diseases, even when these other diseases have at least the same poor prognosis. This has been demonstrated clearly for patients dying from chronic heart failure compared to patients with metastatic cancer [12] .
Over the past years the prognosis of cancer patients has improved significantly, even when ICU admission is necessary. Refusal of ICU admission should not be based on the diagnosis of cancer as the underlying condition. In contrast, these decisions should be based on the availability of treatment options, and on patients' own preferences. Unfortunately, current prognostic models for ICU patients, all based on data from the first 24 hours after ICU admission, such as APACHE (Acute Physiology and Chronic Health Evaluation) II and SAPS (Simplified Acute Physiology Score) II, can not reliably predict whether cancer patients will survive ICU admission [4, 13] . When in doubt, it may be a very good option to start full unlimited treatment for a few days. Discontinuation of treatment should be considered if progressive organ failure is seen after 3 to 5 days [4] .
